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The Center for Stabilization 
and Reconstruction Studies 
(CSRS) is a teaching institute 
which develops and hosts 
educational programs for stabilization 
and reconstruction practitioners operating 
around the globe. Established by the Naval 
Postgraduate School in 2004 through 
the vision and congressional support of 
Congressman Sam Farr (CA-17), CSRS 
creates a wide array of programs to foster 
dialogue among practitioners, as well as help 
them develop new strategies and refi ne best 
practices to improve the effectiveness of their 
important global work.
Located at the Naval Postgraduate School in 
Monterey, California, CSRS also contributes 
to the university’s research and graduate 
degree programs. For more information 
about CSRS, its philosophy, and programs, 
please visit www.nps.edu/csrs. 
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Assistant Secretary of Defense 
for Health Affairs 
The Assistant Secretary of 
Defense for Health Affairs 
(ASD/HA) is the principal 
staff assistant and advisor 
to the Secretary and Deputy 
Secretary of Defense and the Under Secretary 
of Defense for Personnel and Readiness for all 
Department of Defense (DoD) health policies, 
programs, and activities. The ASD/HA has 
the responsibility to effectively execute the 
Department’s healthcare mission, which is 
to provide, and to maintain readiness to 
provide healthcare services and support to 
members of the Armed Forces during military 
operations. In addition, the Department’s 
healthcare mission provides healthcare 
services and support to members of the 
Armed Forces, their family members, and 
others entitled to DoD healthcare.
International Medical Corps
The International Medical 
Corps (IMC) is a Los Angeles-
based international NGO 
dedicated to saving lives and 
relieving suffering through 
implementing activities that increase local 
capacity and provide sustainable solutions. 
For over 20 years, IMC has demonstrated 
the ability to deliver major emergency relief 
and recovery programs to rehabilitate health 
infrastructure and to train local personnel in 
the fi elds of public health education, primary 
health care, maternal and child health, 
reproductive health, health care management 
and community-based development. IMC 
has responded to complex emergencies and 
natural disasters, as well as to the challenges of 
transition and reconstruction, in more than 40 
countries on four continents. Currently, IMC is 
working in Afghanistan, Azerbaijan, Burundi, 
Chad, Chechnya, the Democratic Republic 
of Congo, Eritrea, Ethiopia, Iraq, Indonesia, 
Ingushetia, Kenya, Liberia, Pakistan, Sierra 
Leone, Sri Lanka, Somalia and Sudan. 
Event reporting by Dr. Ann Igoe. Writing and editing by Holly Larson of Scribble Studio, LLC. Layout and graphics by 
David Bilotto of dlbDesign. Cover design by Jesse Darling. 
Copyright © 2007 Center for Stabilization and Reconstruction Studies. All rights reserved. The opinions, conclusions, 
and recommendations expressed or implied herein are those of the contributors and do not necessarily reﬂ ect the 
views of the Naval Postgraduate School, the US Defense Department, or any other agency.
Healing the Wounds: Rebuilding Health Care Systems in Post-Confl ict Environments was 
held March 12-15, 2007, at the Portola Plaza Hotel in Monterey, California. Representatives 
from both US and international government civilian agencies, nongovernmental organizations 
(NGOs), intergovernmental organizations (IGOs), and the armed forces gathered to discuss 
healthcare needs in post-confl ict environments, discuss successes and shortcomings of existing 
models, and begin building best practices with industry peers. 
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The transition from immediate emergency relief 
and long-term development in post-confl ict 
environments is a challenging one. Phases are 
not always seamless and priorities can change 
dramatically. This is especially true with 
healthcare services, which are almost always a 
part of the front line of relief response. During 
a crisis, providers focus on meeting immediate 
health needs, such as assisting the injured, 
preventing disease, and assisting vulnerable 
populations. In the aftermath of confl ict, relief 
actors redirect their efforts to restoring basic 
services and infrastructure. Although the goal 
of restoring a country’s healthcare system is 
a straightforward one, the path to progress is 
more circuitous, as actors must adapt strategies 
to address changing conditions and players. 
And the work is usually infl uenced by political 
issues, inviting an array of questions about who 
should set priorities, what new systems should 
look like, how work should be sequenced, and 
how key stakeholders should be involved.
To help practitioners address these issues, the 
Center for Stabilization and Reconstruction 
Studies (CSRS) and its two cosponsors, the 
International Medical Corps and the Assistant 
Secretary of Defense for Health Affairs, 
held a workshop March 12-15, 2007, in 
Monterey, California, entitled Healing the 
Wounds: Rebuilding Healthcare Systems 
in Post-Confl ict Environments. This event 
brought together 30 individuals involved 
in the reconstruction of healthcare systems 
in post-confl ict environments, including 
representatives from nongovernmental 
organizations (NGOs), intergovernmental 
organizations (IGOs), government civilian 
agencies, and the armed forces to discuss 
the roles, missions, and best practices of 
their organizations in three critical areas: 
human resource development, local technical 
capacity, and local ownership. Participants 
shared the successes and shortcomings of 
current approaches and offered best practices 
for working in diverse fi eld environments. 
Through organizational and case study-based 
presentations, discussions, and problem solving 
exercises, participants worked to accomplish 
the following four learning objectives: 
•  Defi ne ways in which the emergency 
and stabilization phases can either 
enable or obstruct the rebuilding of 
local technical and political capacity 
and human resources.
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•  Identify the abilities and constraints of 
each community that shape its ability to 
achieve reconstruction goals.
•  Identify areas of potential 
collaboration within and between 
communities to promote sustainable 
institution building.
•  Describe the conditions each 
community would require to contribute 
fully to rebuilding sustainable 
healthcare systems.
As relief actors have worked to rebuild 
healthcare systems, augmenting local 
infrastructures that have survived the confl ict 
with new essential services and structures, they 
have sometimes faced incisive questions about 
their motivations. Some local communities 
have charged that organizations implement 
Western-only systems and standards of care, 
without considering local mores and practices. 
New systems can potentially supplant existing 
indigenous infrastructures, dishonor local 
customs or beliefs, or incur the distrust of 
the community by reinventing the way care 
is delivered. Participants acknowledged the 
legitimacy of these criticisms and agreed 
that healthcare investments often refl ect the 
priorities of their donors or service deliverers 
rather than local governments or communities. 
As a consequence, many past healthcare 
interventions have failed either during 
implementation or after relief organizations 
depart. One participant, a military physician, 
spoke of seeing piles of unused, top-of-the-
line medical equipment in clinics located 
throughout Southeast Asia. 
Clearly, failed initiatives are not in the best 
interests of the communities nor of the 
donors. And they also beg the question 
whether relief actors have the right to 
deploy new systems without the consent 
of local populations. Such actions could 
make organizations vulnerable to the charge 
that they are manipulating societies to 
accomplish their own agendas, rather than 
serving as neutral service agencies working 
for restoration of the society. To be balanced, 
one must acknowledge that in some severe 
cases, the local population and its leaders are 
incapable of making informed decisions due 
to the devastating nature of the disaster that 
has befallen them. In such scenarios, while 
systems may not be appropriate for local 
use and assimilation, they are implemented 
in an information void by relief actors who 
are forced to make choices for the local 
population on behalf of its leaders. 
Learning from past mistakes, many relief 
organizations are trying to work with local 
communities, forgoing state-of-the-art 
systems when “good enough” infrastructures 
are more likely to be accepted by patients and 
practitioners and used over the long-term. 
What “good enough” looks like will vary 
from case to case and will refl ect the desires 
of the local populace, as well as funding and 
infrastructure realities. In environments where 
infrastructures have been severely degraded 
and health workforces scattered, restoring 
even basic services may be a monumental 
undertaking. In other cases, where privation 
has been the rule of the day, restoration work 
will likely improve healthcare systems and 
increase service access for local populations. 
Whatever the starting point, the ultimate goal 
is to enhance healthcare capacity, from the 
local community level, to the national and 
institutional level, and fi nally to the systemic 
level. Doing so will create a culture of change 
that will improve healthcare services and help 
stabilize volatile environments. 
After all, industry experts believe that 
healthcare is a critical contributor to a 
country’s stability, helping post-confl ict societies 
successfully navigate the diffi cult transition 
back to peace. Since nearly half of all countries 
that have experienced civil war are at risk for 
recurrent confl ict, this is an important task. In 
the effort to win hearts and minds, healthcare 
is an equal opportunity tool used by both 
governments and rebel forces alike. 
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According to a recent UK Department for 
International Development report: “There 
is a question whether the peace is secure; in 
most cases it is not but needs to be nurtured 
by the way in which projects are designed and 
implemented.”1 Restoring essential healthcare 
services and systems can increase the public’s 
goodwill toward relief actors and rebuild its 
faith in local government, buying precious 
time for the process of institution building. 
As organizations begin the important work 
of planning for longer-term, larger-scale 
healthcare restoration, they will address such 
critical issues as:
•  Balancing the tension between short-term 
needs with longer-term reconstruction and 
development objectives.
•  Involving the host government, 
local community, and healthcare 
practitioners effectively.
•  Prioritizing work and evaluating the 
political ramifi cations of healthcare 
decision making.
•  Planning for sustainability, to avoid 
creating an “aid culture” where systems 
wither when funding is withdrawn.
•  Developing and implementing transition 
plans to enable early ownership of new 
systems and tools.
Participants said that organizations that have 
conducted successful healthcare restoration 
programs lay the groundwork early, often 
during the confl ict phase; seek community 
buy-in and leverage local talent and systems 
wherever possible; and tailor their approaches 
for maximum success and sustainability. 
Sometimes that may mean leveraging existing 
structures and practices. Other times, it may 
involve simplifying practices to ensure their 
correct usage. It could mean building in 
new accountability measures, such as local 
monitors, to help new processes become 
institutionalized. Planning for sustainability is 
critical, to ensure that funding, systems, and 
processes outlive donor aid, which typically 
lasts fi ve years or less.
Participants also discussed the signifi cant need 
for training, beyond what was funded, and 
1 Provision of Infrastructure in 
Post Confl ict Situations, Mott 
MacDonald, UK Department 
for International Development, 
May 2005, page 30.
Pictured at right: 
Dr. Sandra Bagley of the 
US Department of 





whether longer aid commitments would deliver 
better results. Funding for “soft” services such 
as education and training can be problematic, 
as donor resources typically go for highly 
visible infrastructure programs. Donor priorities 
defi ne actors’ spheres of infl uence, so educating 
these important stakeholders about emerging 
or underfunded priorities, as well as realistic 
timeframes for program implementation, is a 
critical part of relief actors’ work.
Relief actors’ concerns for the safety of 
their personnel, as well as the increasing 
involvement of military personnel, are factors 
that can signifi cantly infl uence how they 
engage with local communities and whether 
initiatives are fully implemented. Previous 
CSRS workshops that have dealt with these 
issues include: Humanitarian Operations 
During Confl ict, Humanitarian Roles in 
Insecure Environments, and Information 
Sharing in Insecure Environments. 
As relief actors plan for the future, they should 
seek to leverage the insights and experiences of 
their peers. From Mozambique to East Timor, 
to Afghanistan and beyond, organizations 
have acquired a wealth of experience in 
how – and how not – to rebuild healthcare 
infrastructures. In this workshop, participants 
heard from military, nongovernmental, and 
intergovernmental practitioners who discussed 
their organizational missions, resources, and the 
successes and shortcomings of past initiatives. 
In addition, participants reviewed case studies, 
analyzing different approaches to healthcare 
reconstruction in host countries to see what 
worked and what did not. Strategies employed 
involve the following: unilateral action by relief 
actors; partnership with local communities; 
to ambitious, multi-year programs to rebuild 
severely degraded infrastructures. 
The goal of this workshop was to empower 
participants with knowledge and skills 
to serve as change agents within their 
organizations and spheres of infl uence. As 
donors place greater restrictions on funding 
and crises increase in number and severity, 
organizations are realizing that leveraging 
best practices and cooperating with other 
actors will produce superior results, 
increasing each organization’s effectiveness 
and creating systems that have the best 
chance of standing the test of time. 
Pictured at left: Dr. Edy Wibowo of the YAKKUM Emergency 
Unit and LT Jeremy Wilkinson of the US Navy’s Ofﬁ ce 
of the Surgeon General listen to a presenter discuss his 
organization’s approach to post-conﬂ ict healthcare.
Pictured at right: Kristin Parco of the International 
Organization for Migration and Jean-Jacques Frère of the 
World Bank.
Three presenters, representing the 
military and intergovernmental 
organizations, provided their perspectives 
on human resource requirements in 
post-confl ict environments.
LT Jeremy Wilkinson of the Offi ce of the 
US Navy Surgeon General discussed his 
experience in Afghanistan. Tasked with 
building a healthcare system for the Afghan 
military and police, staff from the Offi ce of 
the US Navy Surgeon General discovered that 
the Korean Ministry of Health, Afghanistan 
Ministry of Health, and Afghanistan military 
were also working on the same initiative, 
an untenable situation. Realizing that 
“too much infrastructure is as bad as no 
infrastructure,” the offi ce sought to leverage 
current assets and work collaboratively 
with the other communities to accomplish 
shared objectives, such as providing supplies 
for an existing hospital that was in usable 
condition; educating physicians on the 
importance of keeping records of patient care 
and prescriptions; and training administrative 
and medical staff on better procedures. As 
they worked in the fi eld, military personnel 
realized the importance of adapting Western 
models to fi t local realities. For example, 
military physicians training local doctors had 
to create a shorter, more tactical program that 
used localized curricula to train 18-year-old 
surgeons to provide good care. An associated 
challenge that military physicians faced 
was the limited training that local doctors 
received before becoming licensed to provide 
healthcare to a community. While a Western 
doctor would be required to undergo many 
years of training and apprenticeship, a local 
doctor could be charged with providing care 
after just a few months of training. These 
different expectations, standards, and realities 
on the ground can have a signifi cant impact 
on relations between local populations, 
medical practitioners, and foreigners trying to 
rebuild a healthcare system.  
When practitioners couldn’t build trust with 
the local community, expensive programs 
failed: sophisticated equipment went unused, 
patient forms were left incomplete, and 
doctors reverted to old practices. For this 
reason, the US military scrapped a plan to 
tear down a Soviet-era hospital that was a 
source of local pride, instead refi tting the 
building to provide it with better equipment.
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Understanding Human Resources in 
Post-Conﬂ ict Countries
Three presenters, representing the US Navy and two IGOs, gave their perspectives 
on the vast human resource requirements of post-confl ict countries and how their 
organizations are rising to meet the challenge. 
LT Jeremy Wilkinson
Emergency Manager 
Naval Health Clinic 
New England 
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Wilkinson candidly addressed the challenges 
the military faces with its relatively rapid 
turnover of soldiers on the ground. He noted 
that it takes time to assess the healthcare 
needs of a community; to determine the 
community’s capacity to meet such needs; 
to acquaint oneself with local leaders; to 
request, receive, and deliver equipment; and 
to implement a plan to rebuild a healthcare 
system. Given such complexities, a military 
doctor who is charged with implementing 
these projects is frequently rotated out of 
the fi eld position by the time he or she has 
created effective processes for accomplishing 
these critical responsibilities.
The group discussed the inherent confl ict 
between humanitarian policy and fi eldwork. 
Well-intentioned headquarters decisions, such 
as the attempt to provide top-notch, new 
tools to healthcare facilities can fail if local 
actors don’t lay the groundwork by acquiring 
community buy-in and training practitioners 
on critical processes and equipment. Said one 
member, a medical physician: “On our tour 
of southeast Asia, we encountered piles of 
equipment that organizations had donated.” 
His solution? To train staff in a truly local 
manner, using only the supplies and practices 
his community peers would be able to 
replicate and sustain. A military participant 
said that these types of issues reinforce the 
need for cultural training, so that staff on 
the ground know what local healthcare 
practitioners value and will use and what type 
or level of care the indigenous population will 
accept. An IGO member said that the Red 
Cross is a leader in this area, seeking fi eld 
staff with language and cultural expertise, 
placing mission heads in four-year rotations, 
and using local input to design programs. 
Kristin Parco from the International 
Organization for Migration (IOM) spoke 
about her organization’s work in Bande Aceh 
in 2004, following the Indian Ocean tsunami. 
After performing triage and setting up 37 
semi-permanent satellite healthcare clinics 
to respond to immediate needs, IOM started 
work on rebuilding the healthcare system, 
a formidable challenge. Many professionals 
had died in the tsunami, equipment had 
been lost or stolen, and infrastructure 
destroyed. Existing health systems were 
overstretched and under-funded, staff under-
trained, and the local population distrustful 
of using government health care services. 
The challenge was to provide sustainable 
training for healthcare staff, leveraging donor 
budgets and national training programs, and 
coordinating resources with health authorities 
and aid agencies to bridge the extensive 
service gaps created by the tsunami and 
internal confl ict.
To maximize knowledge transfer with existing 
staff, trainers simplifi ed programs, conducted 
training locally, and had community-based 
trainers monitor graduates to make sure that 
recipients used new skills, such as cleaning 
equipment. IOM worked with the Ministry of 
Health, implementing the government’s plans 
at both the district and local level. To ensure 
that gains would be long-term, IOM worked 
with the Ministry of Health to develop 
accreditation and certifi cation standards.
IOM passed lessons learned up the chain of 
command: from fi eld, to district, and fi nally 
to the national level. However, the national 
offi ce did not complete the loop by providing 
feedback to the fi eld. 
The group discussed the fact that 
humanitarian actors have their own 
challenges that infl uence fi eld work, such as: 
staff retention, differing pay scales between 
communities, and dwindling resources after 
the fi ve year mark. Said one: “If I haven’t 
cleaned up my own issues, it is hard for me 
to go to another country and provide advice. 
And I think the people we work with know 
that about us.” Additionally, one community 
may have assets that the others do not 
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possess: For example, armed forces usually 
possess physical and logistical resources that 
NGOs mostly lack, while NGOs often have 
developed years of experience in local settings 
that incoming military units typically don’t 
possess. This can limit actors’ effectiveness, 
although cooperation can help bridge the gap. 
Doctors need roads to get to work. We 
can have a quick impact on the health 
sector by improving other sectors. 
— Jean-Jacques Frère, the World Bank
The third speaker, Jean-Jacques Frère, offered 
the World Bank’s perspective on its role in 
confl ict and development. Realizing that 
poverty frequently goes hand in hand with 
violent confl ict, the World Bank has created 
an operational policy that focuses on creating 
economic and social stability in confl ict-
torn countries, aids the confl ict-affected, and 
outlines the Bank’s engagement in different 
confl ict settings. Since countries like Bosnia 
were not eligible for bank loans, the Bank 
helped to create a trust fund to fi ll the gap. 
World Bank aid includes administration 
of donor trust funds, a post-confl ict fund 
for low-income and unstable states, and 
International Development Agency credits 
and grants. The Bank focuses its aid on 
infrastructure development, such as the 
creation of jobs and the restoration of 
water, sanitation, and electricity, as well as 
transportation and banking. While the Bank 
recognizes that a country’s economic recovery 
requires social services, it typically does not 
fund work such as healthcare, unless there is 
demonstrated evidence that it will add value 
to the reconstruction process. Frère said 
that healthcare data is often secondary and 
does not provide suffi cient rigor for donor 
decision making. Consequently, the Bank 
chooses to fund work that can positively 
impact healthcare, such as rebuilding roads, 
improving water and sanitation, or creating 
sustainable agriculture programs. Said Frère: 
“Doctors need roads to get to work. We can 
have a quick impact on the health sector by 
improving other sectors.” 
The Bank works directly with state 
governments and can directly contract with 
service providers such as the United Nations, 
“If I haven’t cleaned up my own issues, it is hard for me to go to another country 
and provide advice. And I think the people we work with know that about us.”
- A Workshop Participant
NGO consortia, and the like, making a 
rapid impact. The Bank works to transition 
key functions to the local government or 
other organizations that are in place in the 
fi eld. Past work includes: assistance with 
the demobilization and reintegration of 
ex-combatants in Sierra Leone, Angola, and 
the Democratic Republic of the Congo; 
community-based social and economic 
reintegration of displaced persons in Angola, 
Burundi, Georgia, and Colombia; community-
driven development, building capacities, 
and social capital in Timor Leste, Indonesia, 
Angola, and Northern Uganda; and mine 
action work in Croatia, Bosnia, and Sri Lanka. 
In wrap-up discussions following panelist 
presentations, participants discussed the role of 
planning and training in developing successful 
reconstruction programs. While both can be 
invaluable, participants said that they must 
be fl exible, so that implementers can adapt 
them to the local environment. Additionally, 
they discussed the limitations of current 
human relief models, where one organization’s 
successes may not be shared with the larger 
community and policy leaders sometimes 
are not aware of organizational imperatives. 
While strong leaders can carry the day, 
lessons learned are not shared with the larger 
community, causing organizations to make the 
same mistakes and execute redundant work. 
Policy makers and donors should be involved 
in these larger conversations, as legislative and 
funding requirements defi ne organizations’ 
spheres of infl uence. 
Involving donors in training initiatives 
can help educate them about fi eld needs. 
However, there is a need to standardize 
educational approaches, to make sure that 
the right people are being trained and that 
programs don’t overlap, either in terms of 
topic coverage or participants. Said one 
NGO participant: “We have no mechanism 
to determine that the same people 
aren’t being trained over and over, 
by different donors.” 
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Jean-Jacques Frère 
discussed key determinants 
in successful reconstructions 
across the globe. 
The International Federation for the Red Cross and Red Crescent Societies is a 
major player in healthcare, using its global reach and local touch to solve major 
challenges and alleviate human suffering. 
The International Federation of Red 
Crescent and Red Cross Societies unites 
the power of 185 organizations worldwide 
that care for civilians, such as refugees and 
internally displaced persons, outside the 
immediate zone of hostilities. Its four key 
areas are disaster preparedness, disaster 
response, principles and values, and 
healthcare. Healthcare constitutes 40 to 50 
percent of the organization’s work globally, 
and the organization is moving toward 
creating a culture of disease prevention. 
The Red Cross differs from other IGOs in 
that it is mandated by governments and 
signed charters to do relief work, whereas 
IGOs have a choice whether or not they 
engage. The Red Cross complements 
governments’ work and can act quickly, as 
it is typically already operating in the local 
area through its affi liates. Its presence in Iran 
helped save thousands of lives during the 
earthquake a few years ago.
The Red Cross’s strengths include its global 
reach and local touch, and its ability to work 
in partnership and strengthen the democratic 
process. However, it tackles huge issues and 
suffers from donor fatigue; hence, it can be 
diffi cult to get funding for any issue lasting 
more than a year. Field staff work hard to 
transition capabilities to locals, beginning 
in the rescue and emergency phase. 
Health is obviously the 400-pound gorilla. 
We have to deal with it in emergencies. 
— Ambassador Entcho Gospodinov
A participant asked about the use of the 
Red Cross’s role in hotspots, like the Sudan. 
The speaker said that it can be problematic, 
as the Red Cross has no way to screen 
volunteers who might have ties to the 
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United Nations High Commissioner for 
Refugees Health Information System: 
Process Discovery and Tool Design
Shawn Messick spoke about the efforts of 
the United Nations High Commissioner for 
Refugees (UNHCR) to develop a workable 
health information system that integrates 
people, process, and workfl ow to create a  
decision making tool for multiple stakeholders. 
The relief community generally acknowledges 
the value of such systems; however, this rarely 
translates into fi nancial support, since health 
information systems aren’t delivery-oriented. 
Early efforts to develop such an instrument 
failed, either because of a lack of stakeholder 
support or because designers created overly 
complex systems. Consequently, when a 
health information system tool was deployed 
in Tanzania, UNHCR sought to build on 
opportunities, such as supportive stakeholders 
and a community desire for better tools, 
while addressing constraints such as a lack 
of standardization, bad data, and diffi cult 
reporting and technological processes. 
UNHCR successfully deployed a simple, 
fl exible instrument by building consensus 
around critical public health standards and 
indicators, referencing relevant sources, and 
providing instruments that were supported 
by standards. The toolkit contained tally 
sheets, guidelines, and a training manual; 
support to ensure data quality management; 
and common tools and methods of 
collection. Tally sheets are initially fi lled 
out by a healthcare worker on the ground, 
then entered into Excel spreadsheets and 
a Microsoft Access Database, permitting 
detailed analysis, graphing and mapping, 
and custom reporting. UNHCR is seeking 
to expand tool deployment to East Africa, 
Francophone Africa, and parts of Asia. 
The goal is to support fi eld decision making, 
so that practitioners can rapidly detect and 
respond to public health problems and crises, 
monitor trends, and evaluate work and 
resource distribution. Practitioners receive 
digitized data, increasing their buy-in.
The group discussed how technology is 
both an enabler and a limiter; in addition, 
its deployment is dependent upon the local 
context. For example, relief workers in Bosnia 
had electricity, while those in Southern Sudan 
did not. Additionally, organizations need to 
make their data collection requirements for 
practitioners simple and fast, so that it does 
not interfere with their fi eld work. 
While working in Tanzania, UNHCR staff developed a valuable healthcare 
information system to support and enhance decision making in the fi eld. Key 
to the tool’s success: UNHCR’s work to build consensus for the new system, 
simplify implementation, and share the data it created. 
Shawn Messick 
Technical Coordinator




A Case Study on Indonesia
Dr. Yoko Ratnasari, Migration 
Health Physician, Liaison 
Medical Ofﬁ cer International 
Organization for Migration 
Mission in Indonesia 
Dr. Yoko Ratnasari presented on IOM’s work 
to rebuild the healthcare system in Indonesia. 
IOM has operated in Indonesia since 1999, 
with more than 40 projects currently in 
progress. IOM divides its work into three 
phases: emergency services, rehabilitation, 
and reconstruction. During the emergency 
phase, IOM provides direct healthcare 
services, working with the local government 
and other agencies to coordinate emergency 
response. IOM helps with assessment, 
mobilizes and manages resources, and 
participates in health cluster coordination 
meetings. During the rehabilitation phase, 
IOM strives to address community health 
concerns and facilitate access to healthcare 
services in affected communities to revitalize 
the public healthcare system. In Bande Aceh, 
IOM built 37 satellite healthcare facilities 
at the request of the Ministry of Health to 
provide services to displaced persons.
During the reconstruction phase, IOM 
works with the government to restore 
the primary healthcare system and 
services. In Bande Aceh, work focused 
on reconstructing damaged pukesmas (or 
primary health centers), and their network 
units, as well as on creating a district 
health training center on the country’s 
west coast. Additionally, IOM provided 
village midwives with training on maternal 
and child health services.
IOM works closely with the Ministry 
of Health, provincial and district health 
authorities, and local communities, 
creating agreements to outline 
implementation mechanisms and each 
group’s responsibilities. IOM also 
coordinates efforts with other cluster 
members to ensure that there is no 
duplication of efforts. IOM emphasizes 
sustainability by ensuring local involvement, 
maximizing use of existing structures, and 
providing training on critical health issues 
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How do organizations build capacity in post-confl ict environments? Presenters 
offered a wide array of strategies, from targeted training to holistic relief and 
reconstruction initiatives, to models and case studies. 
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Local Ownership: International 
Capacity-Building Programs
Dr. David Bull, Health Scientist, Centers 
for Disease Control and Prevention, 
Department of Health and Human Services
Dr. David Bull spoke about his organization’s 
effort to build capacity in countries around 
the world. The Centers for Disease Control 
and Prevention’s (CDC) Coordinating 
Offi ce for Global Health (COGH) provides 
local physicians with two years of intensive 
postgraduate training through its Field 
Epidemiology Training Program (FETP). 
FETP partners with organizations operating 
within foreign countries, such as training 
institutes or NGOs, to execute these 
programs. The program helps students 
develop essential skills to detect and respond 
to public health emergencies, enhance disease 
surveillance systems, communicate public 
health fi ndings and recommendations, and 
conduct seminars and training for others.
Candidates are selected by and work for 
the country’s Ministry of Health. While the 
immediate post-confl ict period is typically 
too early for such work to be implemented, 
planning for placements can begin. The host 
country must provide access to surveillance 
systems, data, administrative support, 
and other key functions. FETP services 
are typically highly valued resources, as 
they provide emergency response and are 
tailored to an individual country’s needs. 
The program’s “train the trainer” model 
ensures that it is sustainable: Nineteen 
of the 28 programs operating around the 
globe no longer need CDC support, yet still 
produce graduates. 
CDC also offers a Sustainable 
Management Development Program 
to grow local leadership. The program 
develops strategic partnerships, enhances 
faculty capacity, provides in-country 
planning and technical support, and 
ensures quality and sustainability.
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The CDC provides 
extensive support for its 
Field Epidemiology Training 
Programs, ensuring that 
they will be viable for the 
long-term. 
 
Local Ownership in Recurrent 
Emergency Situations: 
A Case Study on Myanmar
Hamdan Goumaa, International 
Development Consultant 
Hamdan Goumaa presented a case study on 
the impact of local ownership on healthcare 
intervention in an unstable environment. 
Following repeated human rights violations, 
a large number of Myanmar’s Muslim 
population (more than 250,000 individuals,) 
fl ed to Bangladesh. With the cooperation of 
both governments, repatriation began in 1993. 
UNHCR began providing protection and 
assistance services in 1994,  expanding its work 
in 1995 to improve the local health sector. 
The goals of the program were to strengthen 
primary care community health workers 
and traditional birth attendants, improve the 
capacity of referral health facilities, support 
national health priorities, and encourage local 
community ownership. UNHCR provided 
health worker and literacy training, focusing on 
local communities and national and state health 
authorities. The program increased the number 
of community health workers, improved access 
to quality drugs, and provided services to 
remote areas. Challenges included high costs 
associated with running rural health centers and 
diffi culties managing drug distribution.
The group discussed the challenge of meeting 
donors’ desires to fund community-based 
activities and the constraints they place on 
funds. Said one participant: “Our funders 
wanted to do relief and not development work. 
We had to write our reports very carefully. 
There is no way to separate relief from 
development in post-confl ict environments.” 
That launched a discussion about the 
importance of terminology and how some 
activities, such as farming, can simultaneously 
provide food, generate income, and increase 
self-suffi ciency, fulfi lling multiple purposes. 
International Capacity-Building Programs 13
Participants enjoy a catered 




A Case Study on Kosovo
Yll Bajraktari, Senior Program Ofﬁ cer, 
United States Institute of Peace
Yll Bajraktari of the United States Institute 
of Peace offered insights into how societies 
can emerge successfully from confl ict. 
Drawing on personal experience he gained 
while establishing an NGO in war-ravaged 
Kosovo, he presented a detailed model for 
societies emerging from confl ict, created by 
authors Daniel Serwer and Patricia 
Thomson. For visual purposes, we have 
synopsized that model here. 
The graphic above demonstrates the critical 
leadership responsibilities that contribute 
to and reinforce the creation of fi ve desired 
end states: a safe and secure environment, 
rule-of-law, a stable democracy, a 
sustainable economy, and social well-being. 
Under each end state, there are a number of 
objectives. For more information, please see  
Leashing the Dogs of War.
The United States Institute 
of Peace has developed a 
model detailing countries’ 
successfully emergence 
from conﬂ ict. This graphic 
synopsizes their framework. 
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Case Study: Mozambique 
Participants were given a dossier on 
Mozambique, including a discussion of its 
more than decade-long war and its impacts on 
the health sectors, as well as information on 
the country’s postwar health sector planning. 
The case study was written to demonstrate 
relief actors’ different working and funding 
styles and their impact on the local society. 
As peace negotiations were taking place in 
1992, the Mozambique Ministry of Health 
worked with the World Bank to create a 
framework for restoring key infrastructure and 
services, choosing to focus on extending local 
capabilities and improving their performance. 
Many NGOs chose to bypass the government 
and fund emergency projects of their own. 
Some, however, provided direct support to 
the ministry, while a third group targeted 
specifi c provinces and committed to long-term 
involvement of a decade or more.
Workshop participants were divided into 
three groups that were carefully selected to 
ensure a diverse mix of roles, organizations, 
and fi eld experience. They were asked to draw 
on their professional perspectives to identify 
organizations’ abilities and constraints with 
accomplishing reconstruction goals, identify 
areas for cross-community and internal 
collaboration, and describe conditions each 
actor would need to rebuild sustainable 
healthcare systems. The fi rst group addressed 
healthcare policy and workforce issues, 
while the second group tackled standards 
development, and the third group considered 
training and certifi cation. 
The fi rst group concluded that NGOs, the 
state government, and the military would be 
involved in formulating human resources for 
health. The local community would defi ne 
needs, while the government would set policy 
and decide what services would be provided. 
NGOs and IGOs would play a major role 
with implementation. Security, a sustained 
presence in the community, strong logistics, 
and cooperation would be critical to success.
The second group decided that the four relief 
communities  –  donors, IGOs/NGOs, host and 
national governments, and the military  –  had 
technical expertise and commitment to develop 
standards, but that only donors and the 
military had the resources to do so. Other key 
Working Groups
Participants worked through three challenging case studies - Mozambique, 
East Timor, and Afghanistan - to understand how critical factors such as 
governmental support, local planning and capacity, and planning for 
sustainability affected practitioners and their ability to help reconstruct 
healthcare systems in these post-confl ict environments. 
criteria that all groups failed to meet included: 
security, institutional fl exibility, political 
legitimacy, implementation, and protection. 
The third group addressed training, noting the 
need to consider capabilities, the identifi cation 
of potential trainers, and the importance of 
standards and certifi cation. While all of the relief 
actors faced language constraints, IGOs and 
NGOs were likely to be limited by stakeholder 
priorities, while the government faced 
bureaucracy issues and personnel shortages. 
Finally, the armed forces had limited interest 
and a short-term, mission-based timeframe that 
would make the accomplishment of training 
objectives diffi cult. However, each group also 
had critical skills: IGOs, their ability to convene 
groups and deploy personnel; NGOs, their 
strong fi eld skills, local staff and execution 
abilities; governments, their ability to increase 
funding, offer expertise, and infl uence policy; 
and the military, its logistics, security, and 
technical knowledge. Actors could exchange 
information and cooperate early in the planning 
process to optimize success. 
The facilitator challenged the groups on their 
plans, noting that the pre-confl ict healthcare 
system in Mozambique was successful and 
that the government wanted to return to that 
model. Was that issue something that required 
consensus? Why were the groups reinventing 
the wheel? After all, systems had to work 
within a local context. Success criteria included 
long-term commitments from aid agencies, 
external performance measures to improve 
accountability, and an emphasis on creating 
sustainable systems. Additionally, participants 
spoke abstractly about new systems when 
they had a case study to use as a model. The 
facilitator exhorted participants to use the case 
studies to ensure that abstract concepts would 
work in real-world environments. 
Case Study: East Timor
The East Timor case study, which provided
a chronology of the country’s history and 
the collapse of the health care system, 
was written to demonstrate a different 
relief model: one where local leaders are 
involved in the planning and rebuilding of 
the healthcare infrastructure. As a result of 
an uprising against the 1999 independence 
referendum, health facilities were destroyed, 
a majority of Indonesian health professionals 
emigrated, and up to three-quarters of the 
population were displaced, causing the 
health care system to collapse. A group called 
the East Timor Health Professionals Working 
Group used input from the World Health 
Organization to develop a plan for future 
health services. In the fi rst phase, the plan 
sought to establish health centers and clinics, 
but relied on NGOs to provide services. The 
second phase sought to transition service 
provision from NGOs to the government and 
build local capacity to create a cost-effective 
and fi nancially sustainable healthcare system. 
With the help of the relief community, 
East Timor succeeded in reestablishing a 
functioning health service and in improving 
governance. Reconstruction of the health 
sector was successful because it used 
existing data, workshops, and team visits 
to set parameters; conducted health sector 
rehabilitation simultaneously with policy 
and institutional development; provided 
fl exibility in program design; created a 
mechanism for donor coordination; and 
afforded a high degree of local ownership. 
Workshop groups were instructed to address 
essential tasks of building technical capacity, 
from initial response, to transformation, 
to fostering sustainability. All three groups 
were to consider health information systems, 
while the fi rst group considered physical and 
environmental health; the second, medical 
capacity and infrastructure; and the third, 
community health education and needs. 
The fi rst group used a systematic approach 
to map available resources, which came 
primarily from outside organizations. While 
there was a clear need for data coordination 
and transparency, the group agreed that there 
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did not appear to be a health information 
system in place. The group decided that the 
transformation would take two phases. In the 
fi rst phase, the group would leverage World 
Bank and NGO data, use existing information 
technology management capabilities, and 
maximize local participation to create solid 
partnerships and buy-in for data collection 
efforts. During the second phase, the group 
focused on epidemic prevention and nutrition, 
creating longer-term solutions, increasing 
local accountability through measures like 
paying for pharmaceuticals, augmenting 
local healthcare capacity and infrastructure, 
and planning effectively for a transition. 
Equally importantly, NGOs and IGOs began 
implementing a transition plan to transfer 
responsibilities to the state government. 
In East Timor, the long-term commitment 
of IGOs enabled the country to create an 
effective management system and coordinate 
effectively with locals, increasing their input 
and ownership of the system. Concerns 
that weren’t fully addressed included the 
fact the country was overly reliant on the 
aid community and external funding and 
remained vulnerable to further confl ict. 
As East Timor sought to rebuild key 
infrastructure and capacity, it faced 
numerous challenges, concluded the second 
group. Potential obstacles included a lack of 
resources, insuffi cient funding, and less than 
optimal collaboration. Language diffi culties, 
a politically isolated Minister of Health, 
and a faulty healthcare system added to the 
complexity of the reconstruction efforts. 
Additionally, a disconnect between donors 
and relief organizations left many without 
necessary resources; as a consequence, 
many NGOs and IGOs pulled out of East 
Timor. With better planning, this could 
have been prevented.
While clinics and hospitals were rebuilt, they 
were not used fully because of inter-ethnic 
confl ict. Additionally, the aid community did 
not effectively transition operations over to 
the government, creating problems for the 
IGOs still on the ground.
The third group examined health education 
and needs, including AIDS and reproductive 
health. They said that the multi-sector response 
in East Timor, with its strong participation 
by both the host government and healthcare 
community, created a mutually reinforcing 
system, increasing the probability of successful 
program execution and information sharing. 
While the government maintained overall 
responsibility for reconstruction, it needed 
the expertise and execution skills of NGOs to 
build capacity and data resources. At the local 
level, healthcare was not being used because 
participants were afraid of being identifi ed 
and persecuted. The lesson: Systems are not 
sustainable unless they are implemented in an 
environment that is secure for both workers 
and patients. 
Case Study: Afghanistan
In the third case study, the familiar country 
of Afghanistan was used to illustrate the 
inherent challenges of restoring a health 
system nationally, even when aided by 
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Shawn Messick of 
Veterans for America 
listens to a presentation. 
sophisticated planning and a highly involved 
relief community. In fact, Afghanistan’s 
healthcare system has remained largely 
unchanged for more than fi fty years in spite of 
continued investment on the part of the relief 
community. Poverty, security, culture, and other 
issues have impeded progress, and reforms 
have disappeared with each regime change. 
Following the overthrow of the Taliban in 
2001, US government agencies, UN agencies, 
NGOs, and US and coalition military forces 
all began healthcare system reconstruction 
programs. Many of these were canceled, 
postponed, or scaled back because of security 
issues. As a consequence, most of the populace 
lacks access to basic health services. 
The fi rst group was tasked with improving 
local practitioner commitment to the new 
system, while the second group considered 
ways to develop the local population’s trust 
in new health institutions. Finally, the third 
group considered the role of the health sector 
in civil society reconciliation. 
The fi rst group determined that relief actors 
should strive to manage perceptions, provide 
locals with input into system design, and 
provide incentives that meet ethnic needs – 
all in order to obtain local buy-in for the 
new system. 
The second group suggested leveraging 
IMC’s relationship to build trust, as the 
organization has maintained a presence 
in Afghanistan for 25 years. Members 
cautioned that health workers had to be 
accepted to be effective, and that government 
monies for training and other assistance 
could easily be abused. Relief actors should 
recognize which programs are valued by 
the community and promote them. For 
example, in Yemen, midwifery training 
was highly valued. When the program was 
moved, the locals lobbied to have it returned. 
It is critical to determine what the local 
population deems important and try to 
meet its priorities.
Finally, the third group sought to leverage 
NGOs more effectively, to provide both 
strategic and tactical help to the other 
actors helping to reconstruct the healthcare 
system in Afghanistan. 
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Pictured at left: LTC Judith Robinson of the US Army’s Ofﬁ ce 
of the Surgeon General.
Pictured at right: A group brainstorms their approach to 
improving the healthcare system of a post-conﬂ ict country 
presented in an event case study.
Conclusion
Healing the Wounds: Rebuilding Healthcare 
Systems in Post-Confl ict Environments was 
designed to accomplish several goals: help 
healthcare practitioners discuss the challenges 
of rebuilding degraded healthcare systems and 
infrastructures; learn about new strategies 
and tools for maximizing success; hear about 
other organizations’ programs and tools; and 
explore the successes and shortcomings of 
past initiatives in post-confl ict countries. This 
process affords participants the opportunity 
to refi ne their individual and organizational 
approaches to solving healthcare issues 
and identify ways to cooperate with other 
healthcare actors. 
Healthcare poses unique challenges to 
global actors, as they try to balance 
emergency relief work with necessary 
planning for stabilization and reconstruction. 
Moving forward with reconstruction is far 
from seamless, and is a process often fraught 
with political issues, security concerns, and 
funding limitations.  
In panel discussions and case studies, 
participants continually stressed the 
importance of involving local leaders and 
practitioners in rebuilding healthcare systems, 
rather than simply implementing Western, 
best-in-class models. Involving the right local 
players in the design, implementation, and 
sustainability of systems, be they large-scale 
infrastructure projects, data collection tools, 
or simple medical practices, was absolutely 
critical to ensuring their long-term usage 
and community acceptance. In addition, 
practitioners spoke about the need to honor 
local populations by leveraging existing 
infrastructures whenever possible, designing 
simple and effective systems and practices 
(such as UNHCR’s health information system), 
and respecting local customs and mores. 
Sustainability was a major concern for 
practitioners, many of whom had seen 
hospitals and equipment underutilized and 
healthcare techniques abandoned. Participants 
discussed how to build systems that last 
– from designing “good enough” systems, to 
conducting training and monitoring program 
graduates, to implementing lessons learned 
from other initiatives. A key challenge, said 
participants, is getting donors on board: both 
As healthcare actors seek to make the challenging transition from relief and 
stabilization to reconstruction, they can leverage the insights, case studies, 
and tools from Healing the Wounds to help them involve the right players, 
create the right systems, and maximize the potential of long-term success.
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to fund training initiatives and to coordinate 
their approaches, to reduce redundancy and 
ensure that the right people are trained. 
Representatives from several of the global 
leaders of healthcare reconstruction, the 
World Bank, the International Organization 
for Migration, and the International 
Federation for the Red Cross and Red 
Crescent Societies among them, shared their 
organizations’ programmatic focus and 
past work around the globe. While these 
organizations do important work, they 
typically are driven by focused organizational 
mandates to mitigate humanitarian crises, 
meaning their engagement may take place on 
a shorter-term basis than host governments 
would like. At the other extreme, the Centers 
for Disease Control and Prevention offers 
intensive training to help build capacity in 
specialized areas, such as epidemiology, in 
hopes of averting or minimizing disease-
driven crises.  
While healthcare actors necessarily have 
different spheres of infl uence and expertise, 
they can improve their effectiveness by 
sharing their approaches and best practices 
and identifying areas for cooperation. To this 
end, Healing the Wounds brought together a 
diverse group of practitioners to create new 
insights and ways of working together.
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Pictured at right: Hamdan 
Goummaa, an international 
development consultant.
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